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Abstract
Background: Women’s health remains a global public health concern, as enshrined in the Sustainable Development
Goals. This study, therefore, sought to assess the individual and contextual factors associated with barriers to accessing
healthcare among women in Ghana.
Methods: The study was conducted among 9370 women aged 15–49, using data from the 2014 Ghana Demographic
and Health Survey. Barrier to healthcare, derived from four questions— whether a woman faced problems in getting
money, distance, companionship, and permission to see a doctor—was the outcome variable. Descriptive and
multilevel logistic regression analyses were carried out. The fixed effect results of the multilevel logistic regression
analyses were reported using adjusted odds ratios at a 95% confidence interval.
Results: More than half (51%) of the women reported to have at least one form of barrier to accessing healthcare.
Women aged 45–49 (AOR = 0.65, CI: 0.49–0.86), married women (AOR = 0.71, CI:0.58–0.87), those with a higher level of
education (AOR = 0.51, CI: 0.37–0.69), those engaged in clerical or sales occupation (AOR = 0.855, CI: 0.74–0.99), and
those who were covered by health insurance (AOR = 0.59, CI: 0.53–0.66) had lower odds of facing barriers in accessing
healthcare. Similarly, those who listened to radio at least once in a week (AOR =0.77, CI: 0.66–0.90), those who watched
television at least once a week (AOR = 0.75, CI: 0.64–0.87), and women in the richest wealth quintile (AOR = 0.47, CI:
0.35–0.63) had lower odds of facing barriers in accessing healthcare. However, women who were widowed (AOR =
1.47, CI: 1.03–2.10), those in the Volta Region (AOR 2.20, CI: I.38–3.53), and those in the Upper West Region (AOR =2.22,
CI: 1.32–3.74) had the highest odds of facing barriers to healthcare accessibility.
Conclusion: This study shows that individual and contextual factors are significant in predicting barriers in healthcare
access in Ghana. The factors identified include age, marital status, employment, health insurance coverage, frequency
of listening to radio, frequency of watching television, wealth status, and region of residence. These findings highlight
the need to pay critical attention to these factors in order to achieve the Sustainable Development Goals 3.1, 3.7, and
3.8. It is equally important to strengthen existing strategies to mitigate barriers to accessing healthcare among women
in Ghana.
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Background
Women’s health remains a global public health concern,
as the health and wealth of any society largely depend
on the health and wealth of its women [1]. The health of
women is fundamental to socioeconomic development,
particularly in Africa [2]. Women’s health was empha-
sized by the fourth World Conference on Women held
in Beijing in 1995 [3]. The Sustainable Development
Goals (SDGs) also pay special attention to women’s
health. For example, targets 3.8 and 3.7 of the SDG-3
emphasize universal health coverage and access to sexual
and reproductive health services, including family plan-
ning information and education, and integrating repro-
ductive health into national strategies and plans by 2030
[4, 5]. Specifically, the SDGs aim to further reduce the
maternal mortality rate, which is evident in Goal 3.1 (to
reduce the global maternal mortality rate to less than 70
per 100,000 live births by 2030).
Though these targets have resulted in some improve-
ment in women’s health, there is still more to be done. In
2016, 303,000 women over the world lost their lives to
maternal mortality [1, 5] mainly due to preventable dis-
eases, with sub-Saharan Africa being disproportionately
affected. Besides, in almost all the countries of the world,
a lot of women have died, with a lot disabled in low- and
middle-income countries, as a result of non-
communicable diseases [6]. African women are also
undernourished, and the burden of HIV/AIDS is heavier,
with related morbidity and mortality accounting for 89%
of global women’s disability-adjusted life years (DALYs)
[2]. Studies have shown that women do not get medical
care when they need it, and they do not get the best care,
which leads to poor health. In addition, studies in Ethiopia
[7, 8], Rwanda [9], Cameroon, and India [10] indicate that
individual and contextual factors may hinder women’s ac-
cess to medical services. Women in sub-Saharan Africa
also face some barriers that prevent them from making ef-
fective reproductive health decisions [11, 12].
Over the years, the government of Ghana has
attempted to improve access to health services through
some policies, with the most current one being the Na-
tional Health Insurance Scheme (NHIS). Generally, the
policy allows all individuals registered to have free access
to healthcare. The NHIS has particularly been important
to women, as it allows all pregnant women under the
scheme to have free access to maternal healthcare ser-
vices, including antenatal care, delivery services, postna-
tal care, and neonatal care. Notwithstanding, a study by
Penfold [13] found that the policy comes with other fi-
nancial and logistical barriers that limit access for a lot
of women. It must be noted that Penfold’s [13] study is
not only older than a decade but also limited its focus to
only Volta and Central Regions, which questions its
generalizability to the entire nation. The focus of Kumi-
Kyereme, Amu, and Darteh [14] was also very narrow.
They found that long queues and waiting times, poor
quality of medicines, and negative attitudes of service
providers are obstacles to access to healthcare in Cape
Coast, Ghana. In the present study, we used nationally
representative data to investigate the individual and con-
textual factors associated with barriers to access health-
care among women in Ghana. Focusing on women in
this study is needful as the findings could help reduce
barriers women face in accessing healthcare. This could
also go a long way to reduce maternal mortality cases
which is currently 310/100,000 in Ghana [15] and help
in the attainment of the SDGs 3.1 of reducing maternal
mortality to 70/100,000 live births by 2030.
Materials and methods
Data source
The data used for this study forms part of the 2014 Ghana
Demographic and Health Survey (GDHS). The survey
adopted a two-stage stratified sampling technique. Before
the sampling, the regions in the country were apportioned
into urban and rural areas. A two-stage sampling proced-
ure was used to sample units (clusters) consisting of enu-
meration areas (EAs). The first stage involved selecting
sample points (clusters) consisting of EAs delineated for
the 2010 Population and Housing Census. A total of 427
clusters were selected, 216 in urban areas and 211 in rural
areas. The second stage saw the systematic selection of 30
households from each cluster through probability sam-
pling, and this yielded a total of 12,831 households. For
this study, we focused on 9370 women of reproductive
age (15-49) who had complete information on the vari-
ables the present study was interested in. Details of the
methodology, pretesting, training of field workers, the
sampling design, and selection are available in the GDHS
final report [16] which is also available online at https://
dhsprogram.com/publications/publication-fr307-dhs-
final-reports.cfm?cssearch=93962_1. We relied on the
“Strengthening the Reporting of Observational Studies in
Epidemiology” (STROBE) statement in conducting this
study and writing the manuscript.
Variables
Outcome variable
The outcome variable was barrier to healthcare accessi-
bility. In the GDHS, each woman was interviewed to re-
spond to four questions on barriers to healthcare access
based on obtaining money, distance to a health facility,
getting permission for treatment, and not wanting to go
alone. If a woman faced at least one or more of the
problems (money, distance, companionship, and permis-
sion), she is considered to have a barrier to healthcare
access and coded as “1”, whereas if she didn’t report
money, distance, companionship, and permission-related
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barriers, she is considered not to have a barrier of
healthcare access and coded as “0” [9, 17, 18].
Independent variables
Individual and contextual (household and community-
level factors) were considered as independent variables
in this study. The individual-level factors included age,
marital status, educational level, ethnicity, employment,
religion, parity, health insurance subscription, and ex-
posure to mass media (radio, newspaper and television).
The contextual level variables included in the study are
sex of household head, household wealth status, resi-
dence, region and neighborhood socio-economic status.
The community-level socio-economic variable was gen-
erated by aggregating the individual-level data into clus-
ter, except for place of residence and geographical
region that were taken as they are. Neighbourhood so-
cioeconomic disadvantage was operationalized with a
principal component comprising the proportion of re-
spondents with no formal education, unemployed, rural
resident, and living below the poverty level (asset index
below 20% poorest quintile). A standardized score with
mean 0 and standard deviation 1 was generated from
this index, with higher scores being indicative of the
lower socioeconomic status (SES). We divided the re-
sultant scores into tertiles to allow for nonlinear effects
and provided results that were more readily interpretable
in the policy arena [19].
Statistical analysis
The data were analyzed with Stata version 14.2 for
macOS. Three basic steps were followed to analyze the
data. The first step was the use of descriptive statistics
to describe the sample and also crosstab all the inde-
pendent variables against each barrier to healthcare ac-
cess and at least one barrier. The second step was a
bivariate analysis to select potential variables for the re-
gression analysis. Variables that were statistically signifi-
cant in bivariate analyses at the α = 0.05, were retained
for a multilevel analysis. The multilevel analysis was
made up of two levels and assessed the individual and
contextual factors associated with barriers to healthcare
access. Clusters were considered as a random effect to
account for the unexplained variability at the community
level [20, 21]. We fitted four models. Firstly, we fitted
the empty model, Model I that had no predictors (ran-
dom intercept). Afterwards, the Model II contained only
the individual-level variables, Model III with only con-
textual level variables, and Model IV, both individual-
level and contextual level variables. For all models, we
presented the adjusted odds ratio and associated 95%
confidence intervals. These models were fitted by a Stata
command “melogit” for the identification of predictors
with the outcome variable. For model comparison, we
used the log-likelihood ratio (LLR) and Akaike Informa-
tion Criteria (AIC) test. The highest log-likelihood and
the lowest AIC wins the best fit model. Using the vari-
ance inflation factor (VIF), the multicollinearity test
showed that there was no evidence of collinearity among
the independent variables (Mean VIF = 1.9, Maximum
VIF = 4.4 and Minimum VIF = 1.0). Sample weight
(v005/1,000,000) was applied in all the analysis to cor-
rect for over- and under-sampling while we used the
SVY command to account for the complex survey design
and generalizability of the findings.
Results
As shown in Fig. 1, more than half (51%) of the women
reported to have at least one form of barrier to accessing
healthcare. About 42% of the women reported that get-
ting money for treatment was a barrier in accessing
healthcare. Also, 25% complained of distance to health
facility as a barrier while 16% mentioned not wanting to
go alone and 6% also indicated that they needed permis-
sion each time before they could access healthcare.
Socio-demographic characteristics and barriers to
healthcare access among women in Ghana
Table 1 shows the socio-demographic characteristics
and barriers to healthcare access among women in
Ghana. About 80% of the respondents professed to be
Christians. Also, about 54% were rural dwellers. The ma-
jority of the women aged 15–19 (59%) had at least one
barrier to healthcare accessibility, as compared with the
other age groups in the study. With marital status, 61.6%
of widowed women indicated they have faced at least
one barrier to healthcare. About 63.5% of those with no
education, 61.6% of those in other ethnic groups, 67.0%
of those in agriculture, 78.2% of those who professed the
traditional religion, 58.1% of those with parity 4 or more,
and 57.6% of those who were subscribed to health insur-
ance indicated they face at least one barrier to
healthcare.
Individual and contextual factors associated with barriers
to healthcare access among women in Ghana
Tables 2 and 3 presents results of the fixed effects and
random effects respectively on the multilevel logistic re-
gression analysis of individual and contextual factors as-
sociated with barriers to healthcare concerning getting
permission to go to hospital, getting money needed for
treatment, distance to health facility, not wanting to go
alone and at least one barrier. The results showed that
women aged 40–44 had the lowest odd to have difficulty
with wanting to go alone to the health facility [AOR =
0.547, CI = 0.38,0.78] and while women age 45–49 had
the lowest odds of facing at least one barrier to
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healthcare accessibility (AOR = 0.65, CI: 0.49–0.86) com-
pared to those aged 15–19.
In terms of marital status, married women had lower
odds of facing at least one barrier in healthcare accessi-
bility (AOR = 0.71, CI:0.58–0.87) compared to women
who were never married. However, women who were
widowed had higher odds in facing barriers to healthcare
accessibility (AOR = 1.47, CI: 1.03–2.10). Also married
[AOR = 0.60, CI:0.49,0.74] and cohabiting women
[AOR = 0.742, CI:0.60,0.92] had lower odds of facing a
barrier in terms of getting money needed for treatment
compared to never married women. Women with higher
level of education had the lowest odds of facing at least
one barrier to healthcare accessibility (AOR = 0.51, CI:
0.37–0.69), compared with those with low level of
education.
Regarding employment status, those engaged in clerical
or sales occupation also had lower odds in facing barriers
to healthcare accessibility (AOR = 0.86, CI: 0.74–0.99),
compared to the women who were not working. The re-
sult also showed that those who were covered by health
insurance had lower odds (AOR = 0.59, CI: 0.53–0.66) of
barriers to healthcare accessibility, compared to those who
were not covered by health insurance. In relation to mass
media exposure, specifically, those who listened to radio at
least once in a week had lower odds (AOR = 0.77, CI:
0.66–0.90) of barriers to healthcare accessibility, compared
to those who did not listen to radio at all. The result also
showed that those who watched television at least once a
week had lower odds of healthcare accessibility barriers
(AOR = 0.75, CI: 0.64–0.87), compared to those who did
not watch television at all. Concerning the contextual fac-
tors that were considered in the study, the result also
showed that women in the richest wealth quantile had
lower odds of facing healthcare accessibility barriers,
compared to women in the lower wealth quantile (AOR =
0.47, CI: 0.35–0.63). There were also regional variations in
barriers to healthcare accessibility. Those in the Volta Re-
gion (AOR = 2.20, CI: I.38–3.53) and those in the Upper
West Region (AOR = 2.22, CI: 1.32–3.74) had the highest
odds of facing barriers to healthcare accessibility, as com-
pared to those in the Western Region. Further details of
all the models for each of the barrier to healthcare as well
as at least one barrier to healthcare have been presented
in the supplementary tables S1, S2 and S3.
Discussion
This study was undertaken using Ghanaian Demo-
graphic and Health Survey data in 2014, and aimed to
examine some of the individual as well as the contextual
factors associated with the barriers to healthcare for
Ghanaian women. The results show that barriers to ac-
cess to healthcare are widespread among Ghanaian
women, with more than half (51%) reporting that there
is at least one form of barrier to accessing healthcare.
The prevalence of this study is similar to but slightly
lower than that reported in South Africa (65%) [22],
Rwanda (64%) [9] and Tanzania (65%) [17]. The reason
could be as a result of differences in terms of socio-
economic development, differences in methodology, as
well as certain sociocultural practices in Ghana that pre-
dispose women to be subordinated, less empowered, less
educated, and also depend on men economically for
their needs, which often includes decision-making and
financial freedom to access healthcare [23]. Financial ac-
cessibility as one of the barriers in this study has been
identified as a predominant barrier depriving many
women access to healthcare in sub-Saharan Africa [24].
Some other barriers reported in this study include dis-
tance to a health facility, not wanting to go alone, and
Fig. 1 Barriers in access to healthcare among women. Source: 2014 GDHS
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Table 1 Background characteristics and barriers to healthcare access among women in Ghana (n = 9370)
Variable N = 9370 Permission Money Distance Alone At least
one
barrier
Weighted Frequency Weighted Percentage n (%) n (%) n (%) n (%)
Age p < 0.001 p < 0.001 p = 0.001 p < 0.001 p < 0.001
15–19 1622 17.3 141 (8.7) 755 (46.6) 452 (27.9) 397 (24.5) 58.5
20–24 1609 17.2 111 (6.9) 654 (40.7) 406 (25.3) 238 (14.8) 51.2
25–29 1599 17.1 73 (4.6) 540 (33.8) 335 (20.9) 204 (12.8) 43.6
30–34 1367 14.6 72 (5.3) 543 (39.7) 341 (25) 181 (13.2) 46.5
35–39 1289 13.8 76 (5.9) 533 (41.4) 313 (24.3) 169 (13.1) 48.3
40–44 1029 11.0 54 (5.3) 489 (47.5) 279 (27.1) 142 (13.8) 55.2
45–49 855 9.1 39 (4.6) 397 (46.4) 249 (29.1) 123 (14.4) 53.5
Marital status p < 0.001 p < 0.001 p = 0.004 p < 0.001 p < 0.001
Never married 3088 33.0 235 (7.6) 1271 (41.2) 731 (23.7) 581 (18.8) 52.0
Married 3952 42.2 199 (5) 1552 (39.3) 1047 (26.5) 572 (14.5) 47.6
Cohabitation 1351 14.4 92 (6.8) 579 (42.8) 362 (26.8) 172 (12.8) 52.0
Widowed 252 2.7 11 (4.6) 138 (54.8) 68 (27) 45 (17.7) 61.6
Divorced 726 7.8 30 (4.1) 372 (51.2) 167 (23) 84 (11.5) 55.9
Educational level p = 0.002 p < 0.001 p < 0.001 p < 0.001 p < 0.001
No education 1788 19.1 123 (6.9) 981 (54.9) 675 (37.7) 376 (21) 63.5
Primary 1667 17.8 113 (6.8) 849 (50.9) 482 (28.9) 254 (15.3) 58.7
Secondary 5322 56.8 310 (5.8) 1992 (37.4) 1158 (21.8) 767 (14.4) 46.8
Higher 592 6.3 21 (3.6) 90 (15.1) 61 (10.4) 57 (9.6) 24.9
Ethnicity p < 0.001 p < 0.001 p < 0.001 p < 0.001 p < 0.001
Akan 4695 50.1 285 (6.1) 1694 (36.1) 978 (20.8) 591 (12.6) 45.0
Ga Adangme/ewe 1989 21.2 81 (4.1) 851 (42.8) 512 (25.8) 328 (16.5) 53.6
Mole -dagbani 1385 14.8 88 (6.4) 659 (47.6) 444 (32.1) 242 (17.5) 55.8
Other 1302 13.9 112 (8.6) 708 (54.4) 441 (33.9) 294 (22.6) 61.6
Employment p < 0.001 p < 0.001 p < 0.001 p < 0.001 p < 0.001
Not working 2195 23.4 180 (8.2) 956 (43.5) 558 (25.4) 443 (20.2) 53.9
Managerial 526 5.6 20 (3.8) 110 (20.9) 73 (13.9) 61 (11.7) 30.6
Clerical/sales 3552 37.9 179 (5) 1301 (36.6) 698 (19.6) 406 (11.4) 44.4
Agricultural 1750 18.7 127 (7.3) 1012 (57.8) 769 (43.9) 379 (21.7) 67.0
Services 198 2.1 3 (1.4) 60 (30.5) 30 (15.3) 12 (6) 37.7
Manual 1149 12.3 59 (5.1) 473 (41.2) 248 (21.6) 152 (13.3) 50.8
Religion p < 0.001 p < 0.001 p < 0.001 p < 0.001 p < 0.001
Christianity 7516 80.2 451 (6) 3041 (40) 1833 (24) 1118 (15) 49.5
Islam 1415 15.1 78 (6) 589 (42) 370 (26) 232 (16) 51.3
Traditionalist 188 2.0 25 (13) 136 (72) 100 (53) 65 (35) 78.2
No religion 251 2.7 13 (5) 147 (59) 72 (29) 38 (15) 63.6
Parity p < 0.001 p < 0.001 p < 0.001 p < 0.001 p < 0.001
0 2932 31.3 217 (7.4) 1128 (38.5) 690 (23.6) 566 (19.3) 50.3
1 to 3 3757 40.1 182 (4.9) 1415 (37.7) 818 (21.8) 478 (12.7) 45.7
4 or more 2681 28.6 167 (6.2) 1368 (51) 867 (32.4) 409 (15.3) 58.1
Health insurance subscription p = 0.070 p < 0.001 p = 0.006 p = 0.070 p < 0.001
No 3526 37.6 233 (6.6) 1747 (49.5) 951 (27) 585 (16.6) 57.6
Yes 5844 62.4 334 (5.7) 2165 (37) 1424 (24.4) 869 (14.9) 46.6
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Table 1 Background characteristics and barriers to healthcare access among women in Ghana (n = 9370) (Continued)
Variable N = 9370 Permission Money Distance Alone At least
one
barrier
Weighted Frequency Weighted Percentage n (%) n (%) n (%) n (%)
Frequency of listening to radio p = 0.001 p < 0.001 p < 0.001 p < 0.001 p < 0.001
Not at all 1469 15.7 103 (7) 799 (54.4) 479 (32.6) 312 (21.3) 62.6
less than once a week 3015 32.2 216 (7.2) 1348 (44.7) 807 (26.8) 462 (15.3) 53.1
At least once a week 4887 52.2 248 (5.1) 1764 (36.1) 1090 (22.3) 679 (13.9) 45.7
Frequency of reading newspaper p = 0.407 p < 0.001 p < 0.001 p = 0.425 p < 0.001
Not at all 7603 81.1 476 (6.3) 3390 (44.6) 2073 (27.3) 1171 (15.4) 53.1
Less than once a week 953 10.2 52 (5.5) 309 (32.4) 180 (18.9) 171 (17.9) 43.9
At least once a week 814 8.7 39 (4.8) 213 (26.1) 123 (15.1) 112 (13.8) 36.4
Frequency of watching television p < 0.001 p < 0.001 p < 0.001 p < 0.001 p < 0.001
Not at all 2203 23.5 151 (6.9) 1275 (57.9) 887 (40.3) 462 (21) 66.4
Less than once a week 2413 25.8 171 (7.1) 988 (41) 556 (23.1) 339 (14) 49.4
At least once a week 4754 50.7 245 (5.2) 1648 (34.7) 932 (19.6) 653 (13.7) 44.1
Contextual factors
Sex of head of household p = 0.39 p = 0.738 p < 0.001 p = 0.002 p = 0.106
Male 5742 61.3 352 (6.1) 2347 (40.9) 1613 (28.1) 942 (16.4) 50.8
Female 3628 38.7 215 (5.9) 1565 (43.1) 763 (21) 512 (14.1) 50.7
Wealth p < 0.001 p < 0.001 p < 0.001 p < 0.001 p < 0.001
Poorest 1512 16.1 115 (7.6) 886 (58.6) 682 (45.1) 367 (24.3) 67.6
Poorer 1634 17.4 123 (7.5) 881 (54) 573 (35.1) 298 (18.3) 63.4
Middle 1934 20.6 128 (6.6) 883 (45.7) 458 (23.7) 265 (13.7) 53.9
Richer 2110 22.5 111 (5.2) 767 (36.3) 388 (18.4) 261 (12.4) 44.5
Richest 2181 23.3 91 (4.2) 494 (22.7) 275 (12.6) 263 (12) 32.7
Neighbourhood socio-economic status p < 0.001 p < 0.001 p < 0.001 p < 0.001 p < 0.001
Low 3859 41.2 205 (5.3) 1274 (33) 629 (16.3) 515 (13.3) 42.1
Medium 3306 35.3 188 (5.7) 1388 (42) 768 (23.2) 415 (12.6) 50.5
High 2205 23.5 174 (7.9) 1250 (56.7) 979 (44.4) 524 (23.8) 66.2
Residence p = 0.001 p < 0.001 p < 0.001 p < 0.001 p < 0.001
Urban 5030 53.7 280 (5.6) 1772 (35.2) 864 (17.2) 685 (13.6) 44.1
Rural 4340 46.3 287 (6.6) 2139 (49.3) 1511 (34.8) 769 (17.7) 58.4
Religion p < 0.001 p < 0.001 p < 0.001 p < 0.001 p < 0.001
Western 1037 11.1 83 (8) 356 (34.3) 204 (19.7) 70 (6.8) 44.1
Central 934 10.0 39 (4.1) 320 (34.3) 170 (18.2) 111 (11.9) 42.3
Greater Accra 1891 20.2 70 (3.7) 470 (24.9) 238 (12.6) 252 (13.3) 35.4
Volta 719 7.7 16 (2.2) 445 (61.9) 232 (32.2) 121 (16.8) 69.8
Eastern 875 9.3 77 (8.8) 414 (47.4) 317 (36.3) 154 (17.6) 59.1
Ashanti 1791 19.1 123 (6.9) 883 (49.3) 474 (26.5) 309 (17.3) 55.9
Brong Ahafo 769 8.2 45 (5.8) 250 (32.5) 164 (21.3) 105 (13.6) 41.7
Northern 786 8.4 67 (8.6) 473 (60.2) 391 (49.8) 265 (33.7) 70.8
Upper East 358 3.8 16 (4.3) 165 (46) 72 (20) 34 (9.4) 51.5
Upper West 211 2.3 32 (15.3) 135 (63.7) 113 (53.3) 33 (15.4) 69.9
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Table 2 Multilevel logistic regression of individual and contextual factors associated with barriers to healthcare among women in
Ghana (Fixed effects results)
Variable Permission Money Distance Alone At least one barrier
AOR [95%CI] AOR [95%CI] AOR [95%CI] AOR [95%CI] AOR [95%CI]
Age
15–19 Ref Ref Ref Ref Ref
20–24 0.941 [0.70,1.27] 1.00 [0.73,1.05] 0.915 [0.75,1.12] 0.613***[0.49,0.77] 0.820*[0.68,0.98]
25–29 0.7 [0.51,1.11] 0.727** [0.58,0.91] 0.823 [0.64,1.05] 0.592***[0.45,0.78] 0.67***[0.54,0.83]
30–34 1.00 [0.56,1.33] 0.90 [0.69,1.12] 0.887 [0.67,1.17] 0.614**[0.45,0.84] 0.729*[0.57,0.93]
35–39 0.939 [0.60,1.48] 1.00 [0.65,1.09] 0.877 [0.66,1.17] 0.576**[0.41,0.80] 0.716*[0.55,0.93]
40–44 0.70 [0.42,1.13] 0.863 [0.66,1.14] 0.893 [0.66,1.21] 0.547***[0.38,0.78] 0.750*[0.57,0.99]
45–49 1.00 [0.40,1.15] 0.745*[0.56,0.99] 0.805 [0.59,1.11] 0.555** [0.39,0.80] 0.65**[0.49,0.86]
Marital status
Never married Ref Ref Ref Ref Ref
Married 0.70 [0.52,1.07] 0.604***[0.49,0.74] 0.854 [0.67,1.08] 1.05 [0.80,1.38] 0.71**[0.58,0.87]
Cohabitation 1.055 [0.72,1.54] 0.742** [0.60,0.92] 0.866 [0.67,1.11] 0.937 [0.70,1.25] 0.882 [0.71,1.10]
Widowed 0.738 [0.39,1.41] 1.378 [0.97,1.96] 0.976 [0.66,1.43] 1.498 [0.97,2.32] 1.469*[1.03,2.10]
Divorced 1.0 [0.42,1.12] 1.2 [0.91,1.53] 0.996 [0.74,1.34] 1.016 [0.71,1.45] 1.116 [0.86,1.44]
Educational level
No education Ref Ref Ref Ref Ref
Primary 1.1 [0.83,1.47] 1.007 [0.86,1.19] 0.914 [0.77,1.09] 0.835 [0.68,1.03] 0.903 [0.76,1.07]
Secondary 1.00 [0.67,1.19] 0.797**[0.68,0.93] 0.908 [0.76,1.08] 0.835 [0.68,1.03] 0.75***[0.64,0.89]
Higher 0.588 [0.31,1.11] 0.477***[0.34,0.67] 0.594**[0.40,0.88] 0.662 [0.43,1.01] 0.51***[0.37,0.69]
Ethnicity
Akan Ref Ref Ref Ref Ref
Ga Adangme/ewe 1.00 [0.61,1.22] 1.00 [0.86,1.27] 1.238 [0.99,1.55] 1.265 [0.99,1.61] 1.202 [0.99,1.46]
Mole-dagbani 1.072 [0.73,1.58] 1.206 [0.96,1.52] 1.135 [0.87,1.47] 1.043 [0.78,1.40] 1.082 [0.86,1.36]
Other 1.128 [0.79,1.61] 1.101 [0.89,1.37] 0.903 [0.70,1.16] 0.976 [0.74,1.29] 1.057 [0.85,1.31]
Employment
Not working Ref Ref Ref Ref Ref
Managerial 0.90 [0.51,1.56] 0.855 [0.63,1.16] 1.073 [0.76,1.51] 0.953 [0.66,1.39] 0.921 [0.70,1.21]
Clerical /sales 1.00 [0.60,1.01] 0.859* [0.74,1.00] 0.911 [0.77,1.08] 0.755** [0.62,0.91] 0.855*[0.74,0.99]
Agricultural 0.81 [0.61,1.08] 1.00 [0.99,1.41] 1.217* [1.01,1.47] 0.959 [0.77,1.19] 1.242*[1.04,1.49]
Services 0.325* [0.11,0.92] 0.769 [0.51,1.17] 0.854 [0.52,1.41] 0.421* [0.21,0.86] 0.690 [0.46,1.03]
Manual 0.686* [0.49,0.96] 0.90 [0.78,1.13] 0.954 [0.78,1.17] 0.773* [0.61,0.98] 0.967 [0.81,1.16]
Religion
Christianity Ref Ref Ref Ref Ref
Islam 0.813 [0.60,1.11] 0.825* [0.69,0.99] 0.709** [0.58,0.87] 0.772* [0.61,0.98] 0.835 [0.70,1.00]
Traditionalist 2.054** [1.26,3.35] 1.00 [0.91,1.92] 1.033 [0.72,1.47] 1.363 [0.93,1.99] 1.382 [0.92,2.07]
No religion 0.8 [0.48,1.48] 1.092 [0.81,1.47] 0.612** [0.44,0.84] 0.861 [0.59,1.25] 0.903 [0.67,1.23]
Parity
0 Ref Ref Ref Ref Ref
1 to 3 0.905 [0.65,1.26] 1.431***[1.18,1.73] 0.996 [0.81,1.23] 0.755* [0.59,0.96] 1.108 [0.92,1.33]
4 or more 1.1 [0.69,1.61] 1.846***[1.46,2.34] 1.131 [0.87,1.47] 0.787 [0.58,1.06] 1.334*[1.06,1.68]
Health insurance subscription
No – Ref Ref Ref Ref
Yes – 0.542***[0.49,0.61] 0.880* [0.78,0.99] – 0.59***[0.53,0.66]
Frequency of listening to radio
Not at all Ref Ref Ref Ref Ref
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Table 2 Multilevel logistic regression of individual and contextual factors associated with barriers to healthcare among women in
Ghana (Fixed effects results) (Continued)
Variable Permission Money Distance Alone At least one barrier
AOR [95%CI] AOR [95%CI] AOR [95%CI] AOR [95%CI] AOR [95%CI]
Less than once a week 1.162 [0.89,1.51] 1.00 [0.77,1.06] 0.927 [0.79,1.10] 0.881 [0.73,1.06] 0.878 [0.75,1.03]
At least once a week 1.047 [0.81,1.36] 0.749***[0.65,0.87] 0.873 [0.74,1.02] 0.793*[0.66,0.95] 0.77***[0.66,0.90]
Frequency of reading newspaper
Not at all – Ref Ref Ref
Less than once a week – 1.00 [0.76,1.11] 0.911 [0.74,1.13] – 0.936 [0.78,1.12]
At least once a week – 0.914 [0.74,1.13] 0.98 [0.77,1.25] – 0.971 [0.79,1.19]
Frequency of watching television
Not at all Ref Ref Ref Ref Ref
Less than once a week 1.383* [1.06,1.80] 0.830* [0.71,0.97] 0.822* [0.69,0.97] 1.125 [0.92,1.37] 0.846*[0.72,0.99]
At least once a week 1.00 [0.80,1.38] 0.699***[0.60,0.81] 0.796** [0.68,0.94] 1.132 [0.93,1.37] 0.75***[0.64,0.87]
Household and community level factors
Sex of head of household
Male – – Ref Ref Ref
Female – – 0.915 [0.80,1.05] 0.97 [0.83,1.14] 1.061 [0.94,1.20]
Wealth
Poorest Ref Ref Ref Ref Ref
Poorer 1.1 [0.83,1.58] 1.005 [0.83,1.22] 1.008 [0.82,1.23] 1.113 [0.88,1.41] 1.071 [0.88,1.31]
Middle 1.00 [0.72,1.60] 0.863 [0.69,1.09] 1.031 [0.80,1.32] 1.171 [0.87,1.57] 0.944 [0.75,1.19]
Richer 0.758 [0.47,1.21] 0.650** [0.50,0.85] 1.016 [0.76,1.36] 0.958 [0.68,1.35] 0.71**[0.54,0.92]
Richest 0.7 [0.40,1.14] 0.399***[0.29,0.54] 0.764 [0.54,1.08] 0.781 [0.53,1.15] 0.47***[0.35,0.63]
Neighbourhood socio-economic status
Low Ref Ref Ref Ref Ref
Medium 0.812 [0.52,1.27] 1.00 [0.59,1.13] 1.101 [0.75,1.61] 0.837 [0.58,1.21] 0.851 [0.61,1.19]
High 1.041 [0.55,1.97] 0.87 [0.54,1.39] 2.042** [1.20,3.49] 1.416 [0.83,2.40] 1.054 [0.65,1.71]
Residence
Urban Ref Ref Ref Ref [1.00,1.00]
Rural 1.00 [0.57,1.42] 0.948 [0.68,1.32] 1.415 [0.97,2.07] 1.024 [0.70,1.49] 0.998 [0.71,1.40]
Religion
Western Ref Ref Ref Ref [1.00,1.00]
Central 0.605 [0.35,1.04] 1.00 [0.68,1.59] 0.922 [0.56,1.50] 1.962** [1.19,3.24] 0.95 [0.62,1.45]
Greater Accra 1.00 [0.37,1.18] 0.888 [0.57,1.37] 0.833 [0.50,1.39] 2.463***[1.47,4.11] 0.93 [0.60,1.44]
Volta 0.249***[0.12,0.51] 2.732***[1.73,4.32] 1.214 [0.72,2.04] 1.772* [1.03,3.05] 2.20**[1.38,3.53]
Eastern 1.146 [0.68,1.92] 1.661* [1.09,2.52] 2.135** [1.33,3.43] 2.707***[1.65,4.43] 1.70*[1.11,2.61]
Ashanti 0.951 [0.57,1.58] 2.041***[1.35,3.08] 1.585 [0.99,2.54] 3.008***[1.85,4.88] 1.75**[1.15,2.67]
Brong Ahafo 0.608 [0.35,1.04] 1.0 [0.49,1.15] 0.878 [0.54,1.44] 1.956** [1.18,3.23] 0.776 [0.50,1.19]
Northern 0.90 [0.46,1.66] 2.127** [1.28,3.52] 2.282** [1.29,4.03] 4.740***[2.67,8.43] 2.19**[1.30,3.67]
Upper East 0.384**[0.19,0.77] 0.9 [0.53,1.46] 0.510* [0.28,0.92] 1.00 [0.54,1.85] 0.770 [0.46,1.29]
Upper West 1.666 [0.89,3.13] 2.578***[1.55,4.29] 2.672***[1.50,4.75] 1.56 [0.86,2.85] 2.22**[1.32,3.74]
N 9370 9370 9370 9370 9370
Exponentiated coefficients; 95% confidence intervals in brackets
Ref Reference
Model I is the null model, a baseline model without any determinant variable
Model II = individual level variables
Model III = contextual level variables
Model IV is the final model adjusted for individual and contextual level variables
* p < 0.05, ** p < 0.01, *** p < 0.001
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getting permission from spouses or dependents to go to
the hospital, and these are in agreement with findings
from studies in Nigeria [25] Pakistan [26], and India
[27]. This also corroborates with findings from a cross-
sectional study in rural Tanzania by Mselle and Kohi
[28] which reported that cost of care, distance to a
health facility, permission from spouses, not wanting to
go alone, and lack of an escort to the health facility were
the major barriers facing women in accessing healthcare.
We observed that there was an inverse relationship be-
tween age and barriers to healthcare accessibility, where
women aged 45–49 had lower odds to report barriers to
access healthcare, as compared with women aged 15–19.
This finding is similar to findings in Nigeria [25] and
Table 3 Multilevel logistic regression of individual and contextual factors associated with barriers to healthcare among women in
Ghana (Random effects results)
Barriers Model I Model II Model III Model IV
Getting permission to go to hospital
N 9370 9370 9370 9370
Community-level variance (SE) 1.0 (0.15) 1.24 (0.92) 0.77 (0.12) 1.03 (0.74)
AIC 4492.093 4453.7 4450.877 4426.39
ICC 0.23 0.22 0.19 0.18
Log-likelihood − 2244.0 − 2194.9 − 2207.4 − 2165.2
LR Test 213.72 (p < 0.001) 175.91 (p < 0.001) 146.55 (p < 0.001) 127.70 (p < 0.001)
Getting money needed for treatment
N 9370 9370 9370 9370
Community-level variance (SE) 1.18 (0.11) 1.20 (0.99) 0.74 (0.07) 0.76 (0.08)
AIC 15,685.7 11,026.2 11,279.4 10,913.5
ICC 0.26 0.23 0.18 1.19
Log-likelihood − 5808.2 − 5478.1 − 5621.7 − 5405.8
LR Test 1285.46 (p < 0.001) 858.01 (p < 0.001) 683.13 (p < 0.001) 617.98 (p < 0.001)
Distance to health facility
N 9370 9370 9370 9370
Community-level variance (SE) 1.76 (0.16) 1.39 (0.14) 0.99 (0.10) 1.18 (0.96)
AIC 9611.4 9531.3 9451.3 9428.922
ICC 0.35 0.30 0.23 0.23
Log-likelihood − 4803.7 − 4730.631 − 4706.663 − 4662.461
LR Test 1589.25 (p < 0.001) 1015.79 (p < 0.001) 725.89 (p < 0.001) 671.98 (p < 0.001)
Not wanting to go alone
N 9370 9370 9370 9370
Community-level variance (SE) 1.08 (0.12) 1.25 (0.99) 0.77 (0.96) 0.76 (0.96)
AIC 7588.2 7481.1 7530.0 7433.4
ICC 0.25 0.23 0.19 0.19
Log-likelihood − 3792.1 − 3708.5 − 3746.0 − 3667.7
LR Test 618.00 (p < 0.001) 451.2 (p < 0.001) 346.8 (p < 0.001) 304.5 (p < 0.001)
At least one barrier
N 9370 9370 9370 9370
Community-level variance (SE) 1.22 (0.11) 1.00 (0.97) 0.82 (0.08) 0.82 (0.08)
AIC 11,610.8 11,147.8 11,309.0 11,051.77
ICC 0.27 0.23 0.200 0.200
Log-likelihood − 5803.4 − 5538.9 − 5635.5 − 5473.883
LR Test 1317.8 (p < 0.001) 907.1 (p < 0.001) 760.4 (p < 0.001) 703.83 (p < 0.001)
ICC Intra-Class Correlation, AIC Akaike’s Information Criterion, SE Standard Error
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Malaysia Lau et al. [29]. In the context of Ghana, the
reason for this finding could be that women aged 45–49
are expected to be matured, married, economically ac-
tive, and financially independent. This puts them in a
better position to afford healthcare, coupled with some
experiences in managing common morbidity in their lo-
calities over time. Conversely, 15–19-year-old women in
Ghana are expected to be in school, financially
dependent, and dependent on decision-making. As a re-
sult, they may not have the financial power and freedom
to access healthcare without having to go through some-
one, thereby creating barriers for them in the process.
In our research, women’s marital status is important
for determining the odds of facing barriers to access to
healthcare. Compared with married women, widowed
women are more likely to face barriers to access to med-
ical care. This finding is consistent with studies con-
ducted in Southern Ethiopia [7], Tanzania [17],
Ethiopian Afar Region [30], Montenegro [31] and
Malaysia [32]. In contrast, this finding is not important
in a study in Japan, where it is reported that marital sta-
tus does not affect access to medical care [33]. This vari-
ation in findings could be as a result of disparities in
socioeconomic conditions and socio-cultural practices in
each country. In Ghana, certain social and cultural cus-
toms deprive widows of full inheritance, social protec-
tion and medical care. According to Azah [23], some
widowhood ceremonies in Ghana usually prevent
women from inheriting their partners’ property, which
puts them in a state of extreme poverty, marginalization
and unable to afford medical expenses. Previous studies
have shown that in many low- and middle-income coun-
tries, unfavorable social and cultural practices inhibit
women’s access to medical care [34]. On the other hand,
married women may benefit from better economic and
psychosocial support for their spouses [35].
According to our research, we have also found that
compared with low-income people, women in the afflu-
ent population and women with higher education are
less likely to face healthcare barriers. Similar findings
have been reported in previous studies in Ghana [36],
Tanzania [17], Uganda [37], Afghanistan [38], Ethiopia
[8, 30] and southern Mozambique [39]. The reason here
may be that the wealthiest people may be more able to
afford the costs associated with access to health care,
which is a common challenge faced by poor women in
Ghana. Educated women are more likely to engage in
high-paying jobs, so they can easily afford medical ex-
penses regardless of the cost and geographic location.
Educated women are also more aware of their basic hu-
man rights and may have higher health literacy. As a re-
sult, they are more likely to overcome any form of
barriers to access to health care than their counterparts
with lower education and lower health literacy, which is
a key factor in determining the utilization rate of health
care [40].
Relatedly, the employment status of study participants
is significant for determining the likelihood of obstacles
in obtaining medical services in Ghana, which is consist-
ent with previous research results by Makmor et al. [41].
Makmor et al. [41] studied the sociodemographic and
socioeconomic factors associated with access to public
clinics. Sun et al. [42] studied sociodemographic factors
related to the ability to obtain health care and revealed
similar findings. We found that women in clerical or
sales occupations in this study were less likely to face
obstacles than women who did not work. This finding
could be attributed to financial power, independence,
and the high educational level of women who are
employed in the clerical and sales sector, as compared to
the other women who were employed in the agriculture
value chain or reported to be unemployed. Higher edu-
cation and good jobs give women economic strength
and independence, enabling them to afford medical care,
thereby overcoming cost, distance, and decision-making
barriers [25].
We also found that women with health insurance face
fewer barriers to accessing healthcare. This can be dis-
cussed in the context of the healthcare utilization model
of Anderson and Newman [43], which stipulates that
medical insurance subscriptions are a contributing factor
in achieving access to healthcare. This finding also sup-
ports the findings of previous studies in Ghana [44–46].
Health insurance enables women to afford medical care,
freely choose the type of care and choose between med-
ical institutions according to their needs and expecta-
tions of care, without worrying about the cost [17]. We
further observed that access to mass media showed de-
creased odds of healthcare accessibility barriers, which
confirms previous studies in Ethiopia [47], India [48],
Bangladesh [49], and rural Malawi [50]. The reason for
this could be that listening to the radio and watching
television increases ones’ health literacy, which has been
identified as key to healthcare utilization [51].
Strengths and limitations of the study
This study used nationally representative data to assess
the barriers women face in accessing healthcare. There
was a high response rate and the study’s methodology
followed best practices such as gathering data with expe-
rienced data collectors and multi-stage sampling. The
findings can, therefore, be generalized to all women in
their reproductive ages in Ghana. The study also
employed advanced statistical models which accounted
for both individual and contextual factors. Despite these,
the study design was a cross-sectional one and, there-
fore, causal interpretation cannot be deduced. Finally,
since this was secondary data analysis, we could not
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account for the effects of the health system and health
worker-related factors.
Conclusion
This study reiterates the fact that both individual and
contextual factors are associated with barriers to health-
care accessibility. Specifically, age, marital status, em-
ployment, health insurance coverage, frequency of
listening to radio, frequency of watching television,
wealth status, and region of residence are associated
with barriers to healthcare accessibility. In order to
achieve the Sustainable Development Goals, it is essen-
tial to consider these factors and strengthen existing
strategies to alleviate the barriers to health care for
Ghanaian women such as strengthening the national
health insurance scheme and empowering women
economically.
Supplementary Information
The online version contains supplementary material available at https://doi.
org/10.1186/s12889-020-10017-8.
Additional file 1: Table S1. Multilevel logistic regression of individual
and contextual factors associated with getting permission to go to
hospital and getting money needed for treatment. Table S2. Multilevel
logistic regression of individual and contextual factors associated with
distance to health facility and not wanting to go alone to seek
healthcare. Table S3. Multilevel logistic regression of individual and
contextual factors associated with at least one barrier in accessing
healthcare among women in Ghana.
Abbreviations
AOR: Adjusted Odds Ratio; CI: Confidence Interval; GDHS: Ghana
Demographic and Health Survey; VIF: Variance Inflation Factor;
SDG: Sustainable Development Goal; LMICs: Low- and Middle-Income Coun-
tries; WHO: World Health Organisation; GSS: Ghana Statistical Service;
LLR: Log-likelihood ratio; SE: Standard Error; ICC: Intra-Class Correlation; LR
Test: Likelihood ratio Test; AIC: Akaike’s Information Criterion
Acknowledgements
We are grateful to MEASURE DHS project for giving us free access to the
original data.
Authors’ contributions
Conception and design of study: AS; analysis and/or interpretation of data:
AS and LKD; drafting the manuscript: AS, EKMD, EA, LKD, BOA, EKA, JKT, LB,
and SY; revising the manuscript critically for important intellectual content;
AS, EKMD, EA, LKD, BOA, EKA, JKT, LB, and SY. All authors have read and
approved the final manuscript.
Funding
The study did not receive any funding.
Availability of data and materials
The dataset can be accessed at https:// https://dhsprogram.com/data/
dataset/.
Ethics approval and consent to participate
Ethical approval for the 2014 GDHS was provided by Ethical Review
Committee of Ghana Health Service, Accra, Ghana and the Institutional
Review Board of Inner-City Fund International, USA. Written or verbal consent
was provided by all participated in the survey. Written informed consent was
taken from the parents or guardians of participants under age 16. The au-
thors obtained permission to use the dataset from MEASURE DHS. The DHS
Program is consistent with the standards for ensuring the protection of re-
spondents’ privacy. ICF International ensures that the survey complies with
the U.S. Department of Health and Human Services regulations for the re-
spect of human subjects. No further approval was required for this study
since the data is secondary and is available in the public domain. More de-




The authors declare that they have no competing interests. Abdul-Aziz Seidu,
Eugene Kofuor Maafo Darteh, Bright Opoku Ahinkorah, and Sanni Yaya are
members of the editorial board of this journal.
Author details
1Department of Population and Health, University of Cape Coast, Cape Coast,
Ghana. 2College of Public Health, Medical and Veterinary Sciences, James
Cook University, Townsville, Queensland, Australia. 3Department of English,
University of Cape Coast, Cape Coast, Ghana. 4The Australian Centre for
Public and Population Health Research (ACPPHR), Faculty of Health,
University of Technology Sydney, Sydney, Australia. 5School of International
Development and Global Studies, University of Ottawa, Ottawa, Canada. 6The
George Institute for Global Health, The University of Oxford, Oxford, UK.
Received: 11 May 2020 Accepted: 7 December 2020
References
1. Regan L. Addressing unmet needs in global women’s health. Br Med Assoc.





2. WHO. Addressing the challenge of women’s health in Africa: Report of the
commission on women’s health in Africa. Geneva: WHO; 2012.
3. UN. Report of the fourth world conference on women, Beijing, 4–15
September 1995. New York: United Nations; 1995.
4. Badiuzzaman M, Murshed SM, Rieger M. Improving maternal health care in
a post conflict setting: evidence from Chittagong Hill tracts of Bangladesh. J
Dev Stud. 2020;56(2):384–400.
5. World Health Organization. Primary health care on the road to universal
coverage: 2019 global monitoring report. Geneva: WHO; 2019.
6. WHO. World Health Statistics 2019: monitoring health for the SDGs
sustainable development goals. Geneva: World Health Organization; 2019.
7. Kea AZ, Tulloch O, Datiko DG, Theobald S, Kok MC. Exploring barriers to the
use of formal maternal health services and priority areas for action in
Sidama zone, southern Ethiopia. BMC Pregnancy Childbirth. 2018;18(1):96.
8. Okwaraji YB, Webb EL, Edmond KM. Barriers in physical access to maternal
health services in rural Ethiopia. BMC Health Serv Res. 2015;15(1):493.
9. Nisingizwe MP, Tuyisenge G, Hategeka C, Karim ME. Are perceived barriers
to accessing health care associated with inadequate antenatal care visits
among women of reproductive age in Rwanda? BMC Pregnancy Childbirth.
2020;20(1):88.
10. Piyasena MM, Murthy GV, Yip JL, Gilbert C, Zuurmond M, Peto T, Gordon I,
Hewage S, Kamalakannan S. Systematic review on barriers and enablers for
access to diabetic retinopathy screening services in different income
settings. PloS one. 2019;14(4):e0198979.
11. Darteh EKM, Doku DT, Esia-Donkoh K. Reproductive health decision making
among Ghanaian women. Reprod Health. 2014;11(1):23.
12. Darteh EKM, Dickson KS, Doku DT. Women’s reproductive health decision-
making: A multi-country analysis of demographic and health surveys in sub-
Saharan Africa. PloS one. 2019;14(1):e0209985.
13. Penfold S, Harrison E, Bell J, Fitzmaurice AN. Evaluation of the delivery fee
exemption policy in Ghana: population estimates of changes in delivery
service utilization in two regions. Ghana Med J. 2007;41(3):100.
14. Kumi-Kyereme A, Amu H, Darteh EKM. Barriers and motivations for health
insurance subscription in Cape Coast, Ghana: a qualitative study. Arch Publ
Health. 2017;75(1):24.
Seidu et al. BMC Public Health         (2020) 20:1916 Page 11 of 12
15. Ghana Statistical Service (GSS), Ghana Health Service (GHS), & ICF. Ghana
maternal health survey 2017: key findings. Rockville, Maryland, USA: GSS,
GHS, and ICF; 2018.
16. Ghana Statistical Service; Ghana Health Service and ICF Macro. Ghana
Demographic and Health Survey 2014: Key indicators. Accra: GSS, GHS and
ICF Macro; 2015.
17. Bintabara D, Nakamura K, Seino K. Improving access to healthcare for
women in Tanzania by addressing socioeconomic determinants and health
insurance: a population-based cross-sectional survey. BMJ Open. 2018;8(9):
e023013.
18. Tessema ZT, Kebede FB. Factors associated with perceived barriers of health
care access among reproductive-age women in Ethiopia: a Secondary data
analysis of 2016 Ethiopian Demographic and Health Survey; 2020. https://
doi.org/10.21203/rs.2.14127/v3.
19. Yaya S, Uthman OA, Ekholuenetale M, Bishwajit G. Women empowerment
as an enabling factor of contraceptive use in sub-Saharan Africa: a
multilevel analysis of cross-sectional surveys of 32 countries. Reprod Health.
2018;15(1):214.
20. Solanke BL, Oyinlola FF, Oyeleye OJ, Ilesanmi BB. Maternal and community
factors associated with unmet contraceptive need among childbearing
women in northern Nigeria. Contracept Reprod Med. 2019;4(1):11.
21. Silal SP, et al. Exploring inequalities in access to and use of maternal health
services in South Africa. BMC Health Serv Res. 2012;12(1):120.
22. Hox J. Multilevel analysis: techniques and applications. Madison Avenue
New York: Routledge; 2010.
23. Azah FP. The Impact of Widowhood Rite on the Ghanaian Woman in the
New Millennium: A Call to Action in the Christian Milieu. Bulletin. 2017;49.
Sedos49–1-2-017_47–2015 16/02/17 06:55 Pagina 2. https://sedosmission.
org/article/the-impact-of-widowhood-rite-on-the-ghanaian-woman-in-the-
new-millennium/. Accessed 1 May 2020.
24. Shartzer A, Long SK, Benatar S. Health care costs are a barrier to care for
many women: urban institution. 2015. http://hrms.urban.org/briefs/Health-
Care-Costs-Are-a-Barrier-to-Care-for-Many-Women.pdf. Accessed 29 Apr
2020.
25. Azuh DE, Fayomi OO, Yartey AL. Socio-cultural factors of gender roles in
women’s healthcare utilization in Southwest Nigeria. Open J Soc Sci. 2015;3:
105–17.
26. Shaikh BT, Hatcher J. Health seeking behaviour and health service utilization
in Pakistan: challenging the policy makers. J Public Health. 2005;27(1):49–54.
27. Mistry R, Galal O, Lu M. Women's autonomy and pregnancy care in rural
India: a contextual analysis. Soc Sci Med. 2009;69(6):926–33.
28. Mselle LT, Kohi TW. Healthcare access and quality of birth care: narratives of
women living with obstetric fistula in rural Tanzania. Reprod Health. 2016;
13(1):87.
29. Lau A, Spark S, Smith TM, Fairley KC, Guy JR, Donovan B, Hocking SJ. Socio-
demographic and structural barriers to being tested for chlamydia in
general practice. Med J Aust. 2016;204(3):112.
30. King R, Jackson R, Dietsch E, Hailemariam A. Barriers and facilitators to
accessing skilled birth attendants in Afar region, Ethiopa. Midwifery. 2015;
31(5):540–6.
31. Bojovic O, Medenica M, Zivkovic D, Rakocevic B, Trajkovic G, Kisic-
Tepavcevic D, Grgurevic A. Factors associated with patient and health
system delays in diagnosis and treatment of tuberculosis in Montenegro,
2015–2016. PLoS One. 2018 Mar 9;13(3):e0193997.
32. Abd Wahab SN, Satar NM, Tumin M. Socio-demographic factors and
structural barrier in accessing public clinics among the urban poor in
Malaysia. J Soc Sci Hum. 2020;17(3):71–81.
33. Murata C, Yamada T, Chen CC, Ojima T, Hirai H, Kondo K. Barriers to health
care among the elderly in Japan. Int J Environ Res Public Health. 2010;7(4):
1330–41.
34. Govender V, Penn-Kekana L. Gender biases and discrimination: a review of
health care interpersonal interactions. Global Pub Health. 2008;3(S1):90–103.
35. Ani F, Abiodun O, Sotunsa J, Faturoti O, Imaralu J, Olaleye A. Demographic
factors related to male involvement in reproductive health care services in
Nigeria. Eur J Contracept Reprod Health Care. 2016;21(1):57–67.
36. Badu E, Gyamfi N, Opoku MP, Mprah WK, Edusei AK. Enablers and barriers in
accessing sexual and reproductive health services among visually impaired
women in the Ashanti and Brong Ahafo regions of Ghana. Reprod Health
Matters. 2018;26(54):51–60.
37. Kalule-Sabiti I, Amoateng AY, Ngake M. The effect of socio-demographic
factors on the utilization of maternal health care services in Uganda. Afr
Popul Stud. 2014;28(1):515–25.
38. Steinhardt LC, Waters H, Rao KD, Naeem AJ, Hansen P, Peters DH. The effect
of wealth status on care seeking and health expenditures in Afghanistan.
Health Policy Plan. 2009;24(1):1–7.
39. Munguambe K, Boene H, Vidler M, Bique C, Sawchuck D, Firoz T, Makanga
PT, Qureshi R, Macete E, Menéndez C, von Dadelszen P. Barriers and
facilitators to health care seeking behaviours in pregnancy in rural
communities of southern Mozambique. Reprod Health. 2016;13(1):31.
40. Berkman ND, Sheridan SL, Donahue KE, Halpern DJ, Crotty K. Low health
literacy and health outcomes: an updated systematic review. Ann Intern
Med. 2011;155(2):97–107.
41. Makmor T, Khaled T, NurulHuda MS. Demographic and socioeconomic factors
associated with access to public clinics. J Health Transl Med. 2018;21(1):28–33.
42. Sun R, Wu L, Barnett S, Deyo P, Swartwout E. Socio-demographic predictors
associated with capacity to engage in health care. Patient Exp J. 2019;6(2):
35–41.
43. Andersen R, Newman JF. Societal and individual determinants of medical
care utilization in the United States. The Milbank Memorial Fund quarterly.
Health Soc. 1973;1:95–124.
44. Blanchet NJ, Fink G, Osei-Akoto I. The effect of Ghana’s National Health
Insurance Scheme on health care utilisation. Ghana Med J. 2012;46(2):76–84.
45. Mensah J, Oppong JR, Schmidt CM. Ghana's National Health Insurance
Scheme in the context of the health MDGs: an empirical evaluation using
propensity score matching. Health Econ. 2010;19(S1):95–106.
46. Witter S, Garshong B. Something old or something new? Social health
insurance in Ghana. BMC Int Health Hum Rights. 2009;9:20.
47. Woldeamanuel BT. Trends and factors associated with healthcare utilization
for childhood diarrhea and fever in Ethiopia: further analysis of the
demographic and health surveys from 2000 to 2016. J Environ Public
Health. 2020;18:2020.
48. Ghosh D. Effect of mothers’ exposure to electronic mass media on
knowledge and use of prenatal care services: a comparative analysis of
Indian states. Prof Geogr. 2006;58(3):278–93.
49. Uddin MF. Impact of Mass Media on Antenatal Care (ANC) Utilization in
Bangladesh, vol. 149. Salaya: Institute for Population and Social Research
(IPSR), Mahidol University; 2009.
50. Zamawe CO, Banda M, Dube AN. The impact of a community driven mass
media campaign on the utilisation of maternal health care services in rural
Malawi. BMC Pregnancy Childbirth. 2016;16(1):21.
51. Collins JH, Bowie D, Shannon G. A descriptive analysis of health practices,
barriers to healthcare and the unmet need for cervical cancer screening in
the lower Napo River region of the Peruvian Amazon. Womens Health.
2019;15:1745506519890969.
Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.
Seidu et al. BMC Public Health         (2020) 20:1916 Page 12 of 12
